unfair, systematically produced and unjust [5] . This resembles the definition used by Marmot [6, p. 48] where 'inequities refer to the systematic inequalities in health between social groups that are judged to be avoidable by reasonable means'. These definitions point to the design of societal institutions as drivers for social equity or inequity. both the inequalities and the means, with which they are to be reduced, are produced and provided by institutional arrangements. This links to the description given by Peter [7, p. 98 ], that differences in health outcomes are 'inequitable if they are the result of unjust social arrangements'. Social arrangements are those institutions we collectively decide to build and sustain based on our values and beliefs about society [8] . Institutions simultaneously enable and constrain human action: 'they provide rules and resources for living one's life' [9, p. 23] . They do so, among other things, by allocating opportunities (that are not necessarily equal), goods and services. Institutions regulate the relation between the state and individuals, and because the decentralisation of service provision is an important feature of the Norwegian welfare state, municipalities are the institutions that provide services and communicate with citizens. This encompasses their two roles: their frontline responsibility to implement national policy goals and their role as democratic decision-making bodies [10] .
The Public Health Act and capacity building
The PHA rests on two main principles: the reduction of health inequalities and the Health in All Policies approach (HiAP) [11] . While the reduction of health inequalities is the main aim of the act, the HiAP approach is the main tool to achieve this aim. HiAP argues that inequities in health arise from societal factors beyond healthcare, and that all sectors must consider the health implications of policies and actions. It stresses the linkages between the health sector and other sectors and defines individual health as the product of complex, dynamic relationships among distinct types of policies. Thus, reducing health inequalities cuts across bureaucratic boundaries to address their root causes: economic circumstances, housing, employment, education and access to services [10, 12] . Joined-up government, or wholeof-government (WG), is key to understanding how HiAP works [11] . WG is not a way of regulating institutions; rather it is a label for coordination among public policy sectors [13] . It includes sharing responsibility for cross-cutting issues, controlling the resources of several departments to produce better and more cost-effective results or address problems deemed insoluble if departments are acting separately [14] . As such, it denotes a system's capacity to fulfil specific functions within a set of resource constraints. WG can be achieved in various ways. Interagency collaboration creates a coordinative structure inside the existing structure; while establishing what is labelled a 'tsar' [14] or an 'overlord' [15] 'is the establishment of an identifiable coordinator with the power to command or modify the inputs or activities of different units' [15, p. 28] . It refers to a position with the purpose of getting government units to work better together and which have the authority to do so. both these means may achieve coordination of units that have different institutional logics regarding structures, roles, functions and interests. Analytically, WG approaches reach further than the HiAP approach and state that coordination among a variety of municipal units is the action to take to reduce health inequalities. In addition, it states how to achieve it, by inter-sectoral collaboration and employing public health coordinators (PHCs).
The concept of capacity for public health is multidimensional, and a literature review indicates that the following are important prerequisites to build capacity: leadership and governance, financial resources, partnerships, organisational structures, workforce and competence and knowledge development [16, p. 28 ]. We ask whether policies targeting the prerequisites strengthen or weaken municipal institutional capacity to reduce health inequalities: Are institutions capable of developing public health policies and conducting relevant actions?
Methods and data
This paper synthesises articles and reports written using data generated from two surveys sent to all Norwegian municipalities. In 2011, we conducted a baseline study a few months before the implementation of the PHA. We sent an online questionnaire to the chief executive officers (CeOs) of all 428 municipalities and 15 urban districts, who then either answered the survey themselves or delegated this to an appropriate civil servant. A total of 361 municipalities and urban districts filled in the questionnaire giving a response rate of 87%. We carried out the second survey in spring 2014. As with the first, we sent the questionnaire to CeOs. A total of 285 municipalities responded to the whole questionnaire, while an additional 40 municipalities responded to parts of it. The response rate was between 61% and 77%. The 2014 survey was essentially a further elaborated version of the initial 2011 baseline survey, covering specific questions regarding the implementation of the PHA, especially regarding planning procedures [10, 17] . Hagen et al. [10, 17] presented detailed explanations on their analyses. Table I presents the results as frequencies to illustrate our arguments. We compare results between 2011 and 2014, as far as possible.
leadership and governance
leadership and governance refers to the ability and willingness of all government levels to develop and implement effective public health policies, and the existence of strategic thinking on public health at all levels [16] . The determinants of health underline that individuals exist in a context framed by the policies of national and local governments, local communities, social networks, friends and families [5] . In Norway, the national government is responsible for the legislation and funding of policy areas such as health, education, housing, income and labour-market policies [18] . The national government distributes its welfare programmes through municipalities [4] thereby contributing to those prerequisites for health that municipalities may control. This includes coordinating local development and public health policies and anchoring and integrating public health in policies and service provision [12] . To achieve this, planning is key. The 2008 revision of the Planning and building Act emphasised the need to develop plans in coordinative processes involving a broad range of stakeholders. The planning strategy outlines the physical, environmental, health, economic, social and cultural development of a municipality [19] . This corresponds to the paragraphs of the PHA, mandating municipalities to monitor the health status of its citizens, and to develop an overview of how local positive and negative factors determine the health status of the population. The overview is the basis for prioritisation based on the planning strategy [20] .
The municipal level provides all welfare services except specialised healthcare. National government establishes the policy options available for the municipal government regarding service provision. In general, a left-wing or social democratic government may have different public health priorities than a right-wing government. A social democratic municipality may sustain the prioritisation of living conditions, including a policy to reduce health inequities. Partisan trends are however not present in our data. Acknowledging living conditions as a public health priority is independent of political profile, first and foremost in the larger cities [10, 21] , leading us to believe that municipalities put policies to create health equity on the agenda when challenges are (19) manifest. Nevertheless, the laws are important institutional and organisational frameworks that set the rules by regulating policies, as well as public health activities in municipalities. In addition, other regulating tools are in use, the most important being financing.
Financial resources
Directing financial resources through municipalities is essential for them to build capacity to provide welfare services. Nevertheless, a financial programme to strengthen municipal public health policies was not included as part of the implementation of the PHA [12] . Instead, the county municipalities (CMs) received funding to increase their public health competence and counselling activities. Municipal revenues increased due to the Coordination Reform as national government decentralised more service provision to municipalities [22] . Nevertheless, funding for projects, such as the development of concrete public health actions, is possible if those actions are in accordance with national or regional policies [23] . The fragmented funding for public health sets the limits for municipalities in developing and implementing public health policies. The policy has a clear top-down character, as both national and regional government define the public health themes and measures municipalities should prioritise. For measures evolving bottom-up, municipalities have to find economic solutions within their existing budget.
Partnerships
In general, partnerships refer to the establishment of sustainable collaboration between organisations to achieve effective public health [16] . Partnerships include coordination among several stakeholders where at least one is a government authority [24] , and they increase government capacity, among other things, by sharing resources. Partnerships refer to spanning and bringing together different actors and structures, and they are established vertically and horizontally. Vertically, government authorities joined public health partnerships to ensure the nested responsibilities of the national, regional and local levels: the Directorate of Health invited the CMs who again invited the municipalities and each level was accorded distinct tasks to perform [25] . In 2004, a project provided a small grant to CMs and municipalities who joined a partnership. Municipalities employed PHCs, and CMs built competence in public health and planning to guide municipalities in how to include health in planning processes. As Table  I shows, there has been a reduction in the number of municipalities in a partnership with CMs. This means that fewer municipalities received counselling and guidance from them in 2014 than in 2011. In 2014, we observe that CMs developed regional public health policies and that some established targeted projects for municipalities to join [23] . On the one hand, this reduces the universal character of the CM collaboration with municipalities. On the other, it allows interested municipalities to cooperate more intensely with CMs on targeted projects. A challenge may be that municipalities not allowed to take part in such projects may end up having a less-developed public health policy than those who are. As there are few other economic incentives for the municipalities to develop policies in accordance with the principles of the PHA, this may be in opposition to the universal character of the Norwegian welfare state. Horizontally, the diverse municipal sectors are expected to work together to promote health. WG manifests itself among other things as inter-sectoral cooperation, one of the main features of HiAP. The degree of inter-sectoral cooperation may be an indicator of municipal capacity; Table I shows that 62% of municipalities confirm that they have intersectoral working groups in which public health was a theme, while 38% responded 'No/do not know' whether they had such groups or not. Nevertheless, it is uplifting that in 41% of municipalities there is participation from the planning, environmental or technical department in inter-sectoral working groups. Thus, groups may have the possibility to coordinate diverse policies and bring in new and different problems and solutions to public health challenges.
Organisational structures
Structural characteristics include how municipalities are organised to coordinate policies to achieve public health goals. We identified two means by which this aim could be reached: inter-sectoral working groups and the employment of PHCs. An unexpectedly high share of municipalities had no inter-sectoral groups. Thus, they are deprived of one of the main coordinating tools available to them. employing a PHC may be a compensatory tool, achieving coordination by strengthening municipal infrastructural abilities, however, if PHCs are to be strategic actors, tsars or overlords, they need to have authority to act [15] . Situating PHCs high in the administrative chain of command may give them the required authority. As Table I shows, most municipalities employ their PHCs in the health sector and this has not changed much between 2011 and 2014. Hence, the values and institutional logics of the health sector define public health problems and solutions, as well as how to handle them. In addition, being a PHC in the health sector largely means being employed parttime and seldom in a strategic position [26, 27] . Municipalities thus organised may not have the capacity to find solutions to the cross-cutting challenge of reducing health inequities. A total of 27% of municipalities situate their PHCs within the Chief executive's staff. This may enhance PHCs' capacity to coordinate and create room for manoeuvre to integrate conflicting institutional logics. A total of 7% of municipalities employ the PHC within the planning/technical department. This department largely has responsibility for local development, and PHCs located in planning's staff will have access to municipal planning competence and capacity, making these resources available for public health policies.
Workforce and competence
ensuring a public health workforce refers to the availability and allocation of qualified human resources with sufficient skills and knowledge [16] . The municipal workforce is composed of professionals with diverse professional backgrounds from different sectors. They are expected to work together to achieve public health aims, coordinated in inter-sectoral groups. PHCs are full-time or part-time positions and, in addition to acting as a coordinator, their role is to have the necessary knowledge, serve municipal institutions and take part in collecting and systematising data on positive and negative factors determining health. As seen in Table I , there has been a growth in the number of municipalities that have employed a PHC, from 76% in 2011 to 85% in 2014. A total of 23% of the municipalities employ a PHC in a 70% position or more. When this is the case, the PHC contribution to the planning process, and the overview of factors determining health, increases [17] . We do not know if the municipalities employing PHCs in such a position are the same as those in which PHCs take part in planning processes or those that situate PHCs in the planning department. Nevertheless, they are able to integrate the diverse institutional logics, but as Table I further shows, there has been a very small reduction in the PHCs' involvement in municipal planning, from 53% in 2011 to 51% in 2014. We observed that in 2014 municipalities employing PHCs in a 90% position used the overview as a basis for prioritisation in the planning strategy and the land-use plan, as well as for political decisions relevant to the policy areas having public health challenges. A total of 16% of municipalities employed a PHC in a 90% position in 2014 (see [26] ). employing a PHC in a 70% position may be the tipping point for municipalities if PHCs are to have the authority that ensures them room for manoeuvre.
Knowledge development
Knowledge development generally refers to the improvement of the knowledge base that among other things supports evidence-based policy-making and fosters innovative solutions to problems [16] . In our case, it refers to the nested responsibilities of government levels to survey and produce knowledge on the health status of municipal citizens. The PHA mandates municipalities and CMs to develop overviews of positive and negative factors that influence health in their municipality. The national government provides so-called health profiles as well as other statistical data and evidence for mapping the health status of the population. Table I shows that 38% of municipalities had made such overviews in 2014, while 18% had done so in 2011. These overviews are to be the evidence base for municipal and CM decisions in prioritising public health policies and measures [17] .
To reduce health inequities, municipalities must acknowledge their challenges regarding living conditions and develop policies and measures to meet them. Whether or not the municipal overviews contribute to this is unclear. Hagen et al. argue that there is no significant association between municipalities having made the health overview and acknowledging living conditions as a challenge. However, knowledge on the citizens' health status, as displayed in the national government health profiles, is positively associated with municipalities acknowledging living conditions [10] . These analyses indicate that the capacity to collect local data and make overviews that consider living conditions is either not adequately developed or the municipalities do not have the capacity to analyse or use them.
Conclusions
The point of departure for this study was municipal capacity to reduce health inequities and how the capacity is being built and sustained. We cannot conclude that all municipalities have the capacity to develop policies and measures to reduce health inequities, as we have observed great variation among municipalities in how they implement and handle their mandated public health responsibility. We can, however, conclude that if municipalities build on the prerequisites they control, national governance instruments and regional resources may sustain the implementation. The laws are universal and mandate all municipalities with equal tasks. The funding policy however is selective and targets municipalities that already have a public health policy. In addition, municipal access to regional resources varies among CMs. Hence, municipalities must have capacity at the outset, before national or regional governments initiate certain policies, to get access to resources that may sustain their public health capacity. The two prerequisites municipalities control belong to WG: employing PHCs in authoritative positions and organising inter-sectoral working groups. They do not control the WG features of being in a partnership and receiving counselling from CMs. It seems vital that they have the municipal WG features in place and prioritise mandatory tasks, particularly the development of health overviews, as a basis for planning and decision-making. It seems essential to employ PHCs in 70% positions or more. Preferably, PHCs should have a professional background that provides them with competence in using health profiles, gather local data and systematise them into overviews.
local governments are autonomous decisionmaking bodies. As such, they decide how to develop policies and measures but not the content of the policies or by what economic means policies are to be developed. To ensure municipal capacity the different governance levels should be considered equal partners in developing policies to reduce health inequities. Therefore, studying policy-making at the national and local level, as well as what governance instruments are in use to promote health and reduce health inequities, are tasks for future research.
